Aim: The study determines moral distress and related factors among emergency nurses. Moral distress is one of the recurring issues in the nursing profession that has gained importance by creating changes in the health care system.
Introduction
Any profession that is linked directly with clients' needs morality; although ethics is essential in all jobs, it is an inseparable part of the nursing profession, because moral behavior and responsibility in nurses with patients has a significant role in improving their health (1) (2) (3) .
In the nursing profession, because of long communication with the client and direct responsibility for patients, nurses are faced daily with ethical decisions that usually raise the following questions: Have you ever decided to do the best thing for the patient but felt that you cannot do it? Have you ever wanted not to implement the law because of policies and procedures that prevent the best thing for the patient? If you have had any of these feelings, you have experienced moral distress (1, 3) .
Moral distress was first described by Jameton as when the nurse knows what the right action is, but organizational politics and conflict with colleagues prevent him/her from doing the right thing. In a study by de Veer et al., (2) moral distress was distinguished from emotional distress. A nurse may experience emotional distress while restrict the patient, but if the nurse believes that restriction of patient is not morally correct then he/she experiences moral distress. Moral distress is a concern for nurses around the world (4) . Statistics indicate that one out of every three nurses experiences moral distress. Additionally, at least one out of ten people will leave the profession because of moral distress. A considerable number of nurses face ethical challenges in their everyday practice (5, 6) .
Moral distress can derive from a variety of sources, including limited resources, organizational policies, direct communication with patients, providing unnecessary medical care, hospital procedures, more social demand, an affront to the independence of patients, relations between doctors and nurses, conflicts with the wishes of the family, decisions on the release of patient's information, and the inability to prevent the patient's death (7, 8) .
In this regard, Kazemi et al. (9) study indicated that the existence of conflicts and differences of opinion between medical staff and patients' relatives about treatments that are useless or less useful in the medical staff's opinion, but which the patient or those around him want to apply, and on the other hand, medical advice and treatments that the medical staff know to be useful but which the patient or his relatives would not accept as medical expenses, cause moral distress to manifest in nurses.
As a result of these factors, nurses experiencing moral distress react in different ways. Some go along with other treatment team members and avoid unnecessary treatments, while others remain silent. Some will experience physical and psychological symptoms. Physical symptoms due to moral distress have been reported as palpitations, headaches, sleep disturbances, and changes in bodily functions. Psychological consequences are seen in the form of feelings of imbalance, low self-esteem, guilt, regret, anxiety, hopelessness, lack of energy, emotional exhaustion, withdrawal from family and friends, and deep sorrow (10,11).
Corel's theory proposes a model of moral distress in which, if a person has the moral courage to do the right thing, he/she will experience moral discomfort. Moral distress has different effects on nurses, patients, and health systems, and its consequences are important: in nurses, it causes them to leave the profession, and to experience isolation and burnout; when patients are faced with loss of quality of care and lack of patient protection, their irritation and discomfort will increase. Finally, organizations also suffer from the effects of this problem and are faced with heavy costs because of the loss of staff and difficulty recruiting new staff, which leads to decreases in quality of care and lack of patient satisfaction, which can endanger their professional reputation (12, 13) . The results of Fernandez-Parsons et al. ' (14) study at emergency sectors of hospitals in California, America demonstrated low intensity of moral distress (14) , while Ohnishi et al. (15) study in Japan's public hospitals showed high levels of moral distress. In the nursing community of [Country name], like other communities, moral distress is alarmingly high, and among the special sectors, emergency and ICU have a high degree of distress (16) . In these sectors, moral distress in nurses occurs because of the special conditions of patients and the emergency status of medical operations (Diagnosis-Treatment), and nurses are exposed to moral distress more than in other sectors. Studies suggest that nurses experience different levels of moral distress (17). Beikmoradi et al. (18) in a cross sectional study conducted on 163 nurses working in intensive care units and medical training centers, reported a high level of moral distress. Ebrahimi and colleagues, in a descriptive-analytic study on 418 nurses working in teaching and medical hospitals, reported a moderate to high level of moral distress, and concluded that among personal features, job status and educational level were significantly associated with moral distress (19) . Ameri et al. (5) reported high levels of moral distress and reported significant correlations between nurses' age, experience, and type of employment, and the intensity of moral distress.
The study of moral distress in emergency nurses is important, because the emergency room is where transfer of ill patients from pre-hospital emergency medical centers occurs, while on the other hand, nurses bear the task of stabilizing the vital signs of patients entering the clinical, special, and operation departments of the hospital and other hospitals. In addition, the sector is faced with a host of outpatients who for various reasons, have chosen emergency treatment and who expect to receive timely and high-quality services (20, 21) . Although in recent years, moral distress experienced by nurses in different parts has received attention, no study on this issue in relation to moral distress has been conducted in. Therefore, this study has been designed and implemented to investigate moral distress and related factors in the emergency departments and medical educational centers in.
Materials and Methods
This is a cross-sectional study (with a descriptive-analytic approach) that was conducted with 192 nurses working in emergency departments and training centers in. Hundred and eighty nurses were enrolled after providing informed consent via the census method. A total of 12 participants were excluded because of the exclusion criteria, no-filling, sickness, and maternity leave. The researcher referred to units in the morning, afternoon and evening shifts and data were collected at the beginning, about work purposes, confidential boxes, inclusion and exclusion criteria (experience of less than one year, maternity leave, sickness more than a month, and students), and then by identifying target nursing staff, explanation about the purpose of the work (defined subject and scoring), and data safe boxes (reason: the secrecy and lack of accountability of colleagues in questionnaires), and if these people agreed to complete the informed consent form.
Data collection tools included a two-part questionnaire, which consisted of a standardized questionnaire to measure moral distress scale and its related factors. The scale showed acceptable validity and reliability according to Razzaghi Kashani et al. (16) .
The related factors questionnaire comprised three areas of demographic, occupational-social, and organizational factors, and included 18 questions about the subjects (age, gender, marital status, level of education, experience, position, income, employment status, interaction between physicians and nurses, the interaction between nurses, supporting one's parents and wife or not, hospital management support, job promotion opportunities, Job security, arrangements for continuing education, further education barriers, and stress and tension).
The Jamitoon moral distress scale is the first scale assessing moral distress in the community of nurses. This questionnaire consists of 30 questions in three areas, including ignoring the patient (Cronbach's alpha of 0.92) with 16 questions, patient's decision-making power (Cronbach's alpha 0.86) with 8 questions, and professional and functional competence (Cronbach's alpha of 0.79) with 6 questions. The scale measures the amount of moral distress that nurses experience in specific locations and conditions. The scoring of this tool uses a 7-point Likert format ranging from very low levels of moral distress to very high. In the questionnaire, it was stated that, if a respondent had not had any experience of a specific ethical problem, they should leave that item blank, and if they had faced an ethical problem, to rate it on a scale ranging from the lowest (1) to the highest (7). The range of the score of each area is from 1 to 7, and the total score of the questionnaire is also between 1 and 7; a total average score closer to 7 indicates higher moral distress, while a total average score closer to 1 indicates lower moral distress. The response variable used in this study was that a score less than the average was considered to indicate low moral distress and a score above average was considered to indicate high moral distress (m=4.93). The scientific validity and reliability of the moral distress measurement tool was measured by Dr. Razzaghi Kashani et al. (16) in 2008, who determined this using Cronbach's alpha of 86% and a re-test.
Guilan University of Medical Sciences Institutional Review Board approved this study, in accordance to Helsinki Declaration (approval number: IRBGUMS29308264).
Statistical Analysis
Data were analyzed using SPSS 17 software; descriptive statistics (percent) and means (standard deviation) were calculated, and the relationships between specific factors and moral distress ratings were examined using inferential statistical tests (t-test and ANOVA) considering p<0.05.
Results
In this study, 180 of 192 nurses completed the questionnaires; 93.9% (169 people) of respondents were female, and 5% (9 people) were male. The mean age and standard deviation of the subjects were 30.93±6.20 and average and SD of work experience was 6.60±5.05. Regarding marital status, 4.44% (80 cases) of nurses were single and 35.3% (96 cases) were married. Thirty percent of respondents were employed in Poursina Hospital, 20% in Razi, 1.16% in Heshmat, 7.8% in Velaayat, 1.1% in Alzahra, 6.7% in AmirAl-Momenin, 8.9% in Shafa, and 9.4% in Hefdah-e-Shahrivar. In terms of education, 1.1% of those surveyed were technicians, 96.7% were experts, and 2.2% had an MSc in nursing. In terms of employment status, 26.7% were in formal employment, 23.9% were in treaty employment, and 27.8% were employed on a contract basis for a plan. In terms of position, 5% were head nurses, 94.4% were nurses, and 0.6% gave no response. Among those surveyed in October or November, 3 people had maternity leave, 2 had exclusions, 4 people were employed less than 1 year, and 3 people were uncooperative.
According to the study, the average moral distress in nurses was 4.93±1.08. Thus, high moral distress was reported. Heshmat hospital emergency department indicated the highest level of moral distress with a mean (standard deviation) of 5.20±1.30 and emergency department of Hefdah-Shahrivar Hospital indicated the lowest with a mean (standard deviation) of 4.57±1.27. Among the areas of moral distress, professional and functional competence was assigned the highest rating with an average of 5.21±1.17. In this context, according to the nurses, the item "During care and treatment in unsafe conditions" with a rating of 5.55 and the item "Working in conditions in which, due to lack of nurses, insufficient care for the patient is done" with a rating of 5.49 showed the highest moral distress scores. For ignoring the patient, the item "providing better care for rich patients" with a rating of 4.28, while for patient's decision-making power, the item "avoids taking oral medication" with a rating of 4.37 showed the lowest moral distress scores in nurses.
Among the relevant factors, organizational factors such as barriers to further education (p=0.04) and stress (p=0.49) had significant relationships with nurses' moral distress. Nurses who applied effective stress combating strategies, had less distress than others. The regression coefficient of factors related to moral distress based on logistic regression model using imported Beck shows that among the factors related to moral distress with a significance level of p=0.25, only education barriers remained significant in the final model, so that by increasing education barriers, the chances of creating moral distress were almost 1.5 times higher. Additionally, personal factors with variables of age, gender, etc., and occupational-social factors with variables of scientific interaction between nurses, family support, etc., had no significant statistical relationships with intensity of moral distress.
The results showed that the education barriers variable (p=0.032) significantly predicted nurses' moral distress. The direction of this impact is positive, and the results show that nurses' moral distress increases with increasing education barriers and the chance of creating moral distress in nurses increases almost 1.5 times (odds ratio=1.443).
Discussion
The results of this study show that nurses experience high average rates of moral distress. The results of this part of the study are comparable with other studies in this area. Abbaszadeh et al. (7) conducted a study in 2012 and reported high rates of moral distress (5.041) in nurses working in educational and health centers of. A study conducted in 2013 by Ameri et al. (22) reported high moral distress levels in nurses working in the oncology sector (2.13 of 4), which is consistent with the results of this study. However, a study by Fernandez-Parsons et al. (14) conducted in 2013 reported low levels of moral distress in the emergency department that does not match with the results of this study. This contradiction could be due to differences in the tools used, that is, differences in the type of wording and scoring method of each tool. Furthermore, nurses are faced daily with critical decisions about patients, and considering the definition of moral distress, which is an inner experience and its causes, relates to some inner individual features, and these characteristics are the basis of ones' willingness or unwillingness to solve ethical problems (23) . Therefore, it seems that unique individual characteristics (personality, experience, and skills) of each sample may have caused contradictions in the moral distress for research units.
In the realm of moral distress, professional and functional competence of patients was associated with high moral distress. In this context, the items "Working in unsafe conditions because of lack of nurses" and "Working in a situation where due to the lack of nurses, there is inadequate care for the patients" had the highest ratings. The results of this study were consistent with the findings of Abbaszadeh et al (7) and co-workers about moral distress in nurses working in teaching hospitals in, while they were inconsistent with the study of Ameri et al. (22) and Allari et al. (24) concerning moral distress among nurses in Jordan and its relation to moral atmosphere. Perhaps considering the fact that half of the research units working in the emergency department are in a plan and contractual, it seems that employing nurses with low skills and experience caused the highest moral distress in nurses. Therefore, the lower the functional-professional competence, the higher the moral distress in nurses.
In this study, social-occupational and individual factors were not significantly associated with the intensity of moral distress. The results were different from those of Beikmoradi et al. (18) results that used MDS tools revised by Haamrik (18) . This could be because of differences in study tools, and also because of differences in the environment investigated.
In logistic regression analysis, the only significant variable was education barriers, so it can be argued that education barriers are the most powerful predictor of moral distress in nurses, which means that increased education barriers cause nurses more moral distress. de Veer et al. (25) showed there are no predictor factors for moral distress in the daily performance in nurses. Evaluation with different tools may cause different results. Furthermore, given that there are more young people and novice nurses in the emergency department and they are interested in continuing their education, that they find education barriers stressful should be considered by corporate executives.
Conclusion
Intensity of moral distress in the emergency department nurses was evaluated to occur at a high level. Considering the outcome and impact of moral distress on nurses and hospital attendants and of subsequently dealing with it, creating areas of reduced moral distress should be considered for patients, special distress workshops for nurses should be held, and special courses taught to reduce moral distress in the nursing community. Given that moral distress was not significantly associated with individual factors, a plan of in-service distress measurement may be helpful. In the present study, nurses who must endure stress and tension in the workplace had high distress, which could indicate a lack of awareness of methods of controlling moral distress. Therefore, teaching strategies for dealing with moral distress can be very helpful. Given that the highest moral distress was expressed in the condition of shortages of nurses for patient care, planning to increase the number of nurses in hospital wards is required. The amount of moral distress in the professionalfunctional competence area is high. Therefore, planning to create professional-functional competency of nurses appears necessary. Considering that education barriers were one of the strong factors in creating moral distress, creating a learning environment in hospitals should be considered.
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